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detachment system.  The  left  colonic  artery  remained  patent
on the  check  angiogram  (Fig.  2).LETTER / Gastrointestinal imaging
Inferior mesenteric arteriove-
nous  ﬁstula treated by percuta-
neous  arterial embolization: A
breathtaking  story!
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An  arteriovenous  ﬁstula  (AVF)  is  an  abnormal  high  ﬂow
communication between  an  artery  and  a  vein.  In  the
splanchnic network,  these  may  be  either  congenital  (25%)
or acquired,  usually  as  a  result  of  penetrating  abdominal
injuries due  to  a  bullet  or  knife  or  as  a  complication  of
arterial catheterization  or  surgery  [1].
Splanchnic  AVF  are  rare  (approximately  200  cases  are
reported in  the  literature).  In  decreasing  order  the  sites
involved are  hepatic  (45%),  splenic  (30%),  superior  mesen-
teric, gastroduodenal  and  inferior  mesenteric  [1—3].  Inferior
mesenteric AVF  are  extremely  rare,  with  only  15  reported
cases [1,4—8].
Case report
A 59-year-old  man  was  being  followed  up  for  poorly  differen-
tiated intramucosal  sigmoid  adenocarcinoma.  Clinically,  the
patient was  in  very  good  general  health  and  his  only  com-
plaint was  of  some  constricting  abdominal  pain  on  exertion.
Examination revealed  an  abdominal  bruit  and  CT  showed
a large  AVF  between  the  proximal  portion  of  the  inferior
mesenteric artery  (IMA),  which  was  aneurysmal  in  appear-
ance and  the  inferior  mesenteric  vein  (Fig.  1).  Following  a
multidisciplinary discussion,  and  with  the  patient’s  agree-
ment, the  decision  was  taken  to  treat  him  because  of  his
abdominal pain  and  the  size  of  the  ﬁstula,  together  with
the aneurysmal  dilatation  of  the  proximal  IMA.
Other  signs  that  may  be  present  and  lead  to  patients
being treated  are  portal  hypertension  and  colonic  ischemia.
The additional  symptoms  described  are  mesenteric  claudi-
cation, diarrhea,  malabsorption,  melena  and  rectal  bleeding
[2—4,6].
Discussion
Alternative treatments  are  available.  Percutaneous
endovascular  arterial  embolization  of  the  feeder  artery  at
the artery-venous  junction  is  the  technique  of  choice  as
it is  extremely  effective  and  because  of  the  low  risk  of
complications in  moderate  ﬂow  ﬁstulae  [9,10].  On  the  other
hand, this  is  not  recommended  in  large  vessel  AVF  because
F
t
r
a
2211-5684/$ — see front matter © 2013 Éditions françaises de radiologie
http://dx.doi.org/10.1016/j.diii.2013.09.004f  the  increased  risk  of  extensive  arterial  thrombosis  and
he resultant  ischemia  [9—11].  Migration  of  the  coils  into
he portal  system  has  also  been  described  for  blood  vessels
f diameter  over  8  mm  at  high  ﬂow  rates  [11].  Surgery
ould appear  preferable  in  these  situations.
In  this  patient,  the  IMA  was  catheterized  from  a  right
emoral approach  and  a long  (45  cm)  straight  6F  Cordis®
ntroducer  was  inserted.  The  CT  angiography  ﬁndings  were
onﬁrmed by  selective  angiography  with  a  dilatation  of  the
roximal IMA  and  one  of  its  dividing  branches  from  which
he ﬁstula  had  developed.  The  other  branch  supplying  the
eft colonic  artery  was  spindly  and  of  normal  diameter.
 type  4  Amplatzer  Plug® approximately  30%  larger  than
he feeder  artery,  the  diameter  of  which  had  been  mea-
ured on  the  reference  CT,  was  deployed  at  the  ﬁstula
ite to  occlude  it.  This  was  chosen  because  of  the  size
nd ﬂow  rate  in  the  artery,  to  avoid  migration  of  embolus.
lug 4  passes  through  the  lumen  of  the  5F  catheter,  which
voids advancing  the  introducer  into  the  artery  being  embel-
ished, causing  less  trauma.  Deployment  is  controlled  by  aigure 1. Abdominal CT before treatment with intravenous injec-
ion  of contrast medium in the arterial phase. Coronal multiplanar
econstruction (MPR). Solid arrow (VMI): inferior mesenteric vein;
rrowhead  (ACG): left colonic artery; arrow (AR): Riolan arcade.
. Published by Elsevier Masson SAS. All rights reserved.
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Rigure 2. Angiography and selective catheterization of the IMA
ith  deployment of a Plug (asterisk). Arrow (AMI): inferior mesen-
eric  artery. Solid arrow (ACG): left colonic artery.
In  the  following  week,  the  patient  complained  of  parox-
smal abdominal  pain,  developing  in  spasms  and  resolving
pontaneously over  a  few  days.  The  abdominal  murmur
isappeared and  at  8  months  the  patient  is  entirely  asymp-
omatic with  a  WHO  score  of  0.
A  repeat  CT  angiogram  at  6  months  showed  total  occlu-
ion of  the  ﬁstula  with  complete  thrombosis  of  the  inferior
esenteric vein  ectasia  and  partial  thrombosis  of  the  IMA,
hich remained  dilated.  The  left  colonic  artery  was  patent.
o CT  signs  of  colonic  ischemia,  portal  hypertension  or  early
ortal opaciﬁcation  were  seen  (Fig.  3).
A  one-year  review  was  organized.
igure 3. Repeat abdominal CT 6 months after treatment with
ntravenous injection of contrast medium in the arterial phase.
oronal  multiplanar reconstruction (MPR). AMI: inferior mesenteric
rtery  (arrow); ACG: left colonic artery (solid arrow). Plug (aster-
sk).
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esenteric  system  AVF  are  rare,  and  usually  acquired  post-
peratively following  colonic  surgery.  In  similar  situations,
hich require  low  or  moderate  ﬂow  AVF  and  optimal  techni-
al conditions  to  precisely  position  materials,  percutaneous
ndovascular arterial  embolization  appears  to  be  an  effec-
ive treatment  with  a  low  complication  rate  [6]  and  an
lternative to  surgery.
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